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Ihe object of this paper is to review* the literature pertaining 
to obstructive jaundice and to offer some suggestions for the opera- 
c ^ iron * c cholemia. We will consider only those cases 
of biliary and pancreatic obstruction, with or without duodenal 
involvement, which are incident to malignant disease or irremov¬ 
able tumors about the terminal portion of the common and pan¬ 
creatic duets. Since persistent and increasing jaundice is in the 
large majority of cases due to malignant disease we will outline 
w liat can be done in the way of palliation for the unfortunate patient 
suffering from malignant icterus. 

1 lie clinical picture of chronic obstructive jaundice is so well 
recognized as to call forth little comment. However, the rapid 
loss of weight, the emaciation and asthenia, the pruritus and dis¬ 
turbing, mental states incidental to cholemia very often render 
imperative the attempts at operative relief. 

A consideration of the mechanical factors involved in organic 
occlusion outside of the common duct, but within the head of the 
pancreas or intrinsic involvement of the duodenal segment at or 
beyond the ampulla of Vater,. enables one to establish certain 
procedures best indicated for relief. It follows that relief of biliary 
stasis must be provided by a drainage operation between some 
portion of the biliary apparatus and the gastrointestinal tract. 

Ihe indications for operation in malignant obstruction to the 
biliary flow may be summarized as follows: ( 1 ) Mistaken diagnosis 
not infrequently one operates for supposed malignancy and finds 
the diagnosis lias been incorrect and by the institution of drainage 
the inflammatory condition subsides with recovery of the patient. 
It is only upon such premises that the occasional “cures” can be 
reasonably explained. “No one living is infallible in the differ- 
entml diagnosis of obstructive jaundice. The diagnosis is always 
so difficult and the chance of a life saved is so important tliat 
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however positive the evidence of malignancy may he I now advise 
operation in all cases.” (Moynihan.) (2) The relief of distention 
pain—all cases do not suffer from pruritus or the mental states of 
_eholemia but suffer a gradual increasing pain from distention of 
tlic biliary apparatus. (3) Intractable pruritus, in many eases so 
severe that the patients positively demand relief. (4) Social—to 
prolong life in comparative comfort; to give the patient relief 
from his jaundice so that he may live with his family until such 
time as death takes place from metastasis or local extension of the 
growth. (5) Surgical euthanasia. The primary operative mor¬ 
tality in these conditions will he high, hut considering the absolutely 
hopeless outlook, together with the urgent demand for relief, one 
is warranted in selecting an operative procedure entailing a high 
rate of mortality. 

A neoplasm at the ampulla of Vater either by its presence, by 
kinking of the duet, or associated edema of the mucous membrane 
of the duodenum or common duct will bring about not only biliary 
obstruction hut a variable degree of pancreatic obstruction. The 
degree of obstruction to pancreatic secretion will depend upon 
the individual anatomical topography of the ducts of the pancreas. 
In about S3 per cent, the duet of Wirsung carries the entire pan¬ 
creatic secretion. In about 12 per cent., however, the duet of 
Santorini is the main duct, while in 54 per cent, the duct of San¬ 
torini may act as a substitute for the duet of Wirsung. In certain 
cases tile duct of Santorini might remain uninvolved for a con¬ 
siderable period of time, and, moreover, the duct of Santorini is 
not infrequently connected with the duct of Wirsung, and thus 
it is possible for a drainage of the pancreatic secretion to take 
place into the duodenum even with almost complete biliary stasis; 
in fact, there may be complete biliary stasis with little or no pan¬ 
creatic retention. Certainly, this must be an extremely rare con¬ 
dition, and, aside from its theoretical interest, does not possess 
any particular technical importance over the general run of eases. 
Cholceystenterostomy will deliver the biliary secretion or excretion 
into the intestinal tract. The stools would contain bile and would 
present an approach to normal coloration, and there would be .a 
cessation of the jaundice and an absence of bile in the urine. This 
operation, however, could only rarely alfect the pancreatic secre¬ 
tion, and tlic few cases that it did influence, pancreatic drainage 
would depend upon retrograde flow of pancreatic juice into the 
common duct, then through the cystic duct and gall-bladder into 
the intestinal tract. In the large majority of cases the patients 
suffer from a lack of pancreatic secretion in the intestine with a 
corresponding lack of pancreatic digestion, as evidenced by the 
bulky frequent stools, showing the increase in the total amount of 
fats and tlic changed relationship between unsaponified and saponi¬ 
fied fats and the absence of adequate proteid digestion. There- 
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tlie growth metastasises or obtains any great local extension. 
“There is probably no position within the body, outside the central 
nervous system, where a growth, while yet so small, is heralded by 
more wide-spread symptoms than at the lower end of the common 
bile duct” (Upcott, p. 717.) 

Up to date about 22 reported cases of excision of growths at the 
ampulla have been reported and the results are not encouraging; 
8 primary' deaths and 5 subsequent deaths. Of the 5 surviving any 
length of time, 2 were well at seven months, 1 ten months, 1 two 
years, and 1 three and three-quarter years after operation. 

Under most circumstances any operative intervention will be in 
the nature of a palliative procedure to provide drainage for the 
biliary' secretion or excretion. Given an obstructive condition to 
the common duct or its terminus, the ampulla of Vatcr, we have a 
choice of a variety' of operations. The simplest is external drainage 
by means of a cholecystostomy. Such an operation entails a rapid 
loss of bile salts and body fluids and should not be the procedure of 
choice, but an anastomosis between the gall-bladder and some 
nearly approximate portion of the gut tube is physiologically' and 
anatomically' correct. Theoretically an anastomosis can be made 
between the gall-bladder or the hepatic duct or the common duct 
and any contiguous bowel surface as (1) an anastomosis of the 
gall-bladder and varying portions of the gnstro-intestinal tract— 
cholecystogastrostomy', cholecystoduodenostomy, cholecystenteros- 
tomy, cholecystocolostomy; (2) anastomosis between the hepatic 
duct and certain portions of the viscera, preferably the stomach 
or duodenum or a portion of the small intestine; or anastomosis 
between the common duct and the stomach, duodenum, or small 
intestine. 

The choice of a particular operation will depend upon a number 
of factors such as (1) the physiological efficiency of the procedure; 
(2) the ease of technical accomplishment; (3) the relative immu¬ 
nity from ascending infection; and (4) the immediate and remote 
effect upon the patient's metabolism. The classical operation of 
cholecystoduodenostomy will more nearly simulate the natural 
condition of biliary' drainage than any type of operation. Yet the 
mortality of cholecystoduodenostomy is certainly greater than 
cholecystogastrostomy. Moynihan anastomosed the gall-bladder 
to the stomach in 21 cases; 20 patients recovered from the opera¬ 
tion and lived for several months or years without suffering any 
disability which could be attributed to the entrance of bile into 
the stomach. 1 

In practice the biliary portion usually found most convenient 
is the gall-bladder. A consideration of the merits of cholecysto¬ 
gastrostomy', cholecystenterostomy, and cholecystocolostomy seems 


* Moyniham. ii, 335. 
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to prove that tile best results are obtained with the first procedure. 
Physiologically considered there is do objection to the presence of 
bile in the stomach, as has been demonstrated so often clinically 3 
and proved by Strendel in his experiments on animals. Technically, 
the. union of the gall-bladder and the stomach is probably more 
easily performed than any other form of anastomosis, as the parts 
tire naturally in close and intimate relationship, and little if any 
mobilization is necessary to bring the viscera in apposition. Cholc- 
cystenterostomy carries with it the possibilities of angulation and 
the necessity for a secondary entero-enterostomy to prevent kink¬ 
ing and of course increased risk. On theoretical grounds the union 
between the colon and gall-bladder is to be deprecated, and physio¬ 
logically it is defective as it empties the biliary secretion into a 
portion of the gut tube not given to digestive processes; and upon 
other grounds it is also objectionable. (1) On account of the 
reflux of the highly charged bacterial content of the colon, and 
(2) the possibility of reversed mucous currents ns described by 
Hand; (It) the loss of the digestive functions of the bile, especially 
in the saponification of fats; (4) the fact that the bile is so soon 
evacuated with the stool means a rapid loss of the ncid salts of the 
bile which wotdd normally be rcahsorbed in the intestine. However, 
it is a rather peculiar observation that in spite of these manifest 
defects, in this series the cholccystoeolostomies had a longer period 
of postoperative longevity than any of tile other cases up to 1914. 

In a fairly large experience with pancreatic disease we have 
observed in a few cases a peculiar clinical picture that occurs about 
thirty-six hours after operation. The patient reacts well up to this 
time and is apparently progressing nicely. Then within the follow¬ 
ing four to six hours there is a rapid fall in blood-pressure, cold 
clammy perspiration, and a diminished quantity of urine showing 
acetone and diacetic acid. By means of continuous proctoclysis 
and saline infusion, urinary elimination is increased and corre¬ 
spondingly the patient improves. Some of the deatlis that occur 
after operation in cases of chronic jaundice probably have an 
element of acidosis in their termination. It is possible, experi¬ 
mentally, to produce a well-defined acidosis in obstructive jaundice. 
It is a matter of great interest to know how important, as a death- 
producing factor, is the retention of bcta-oxybutyric acid and its 
derivatives in this class of cases. 

Carcinoma of the duodenum and papilla of Voter; cholecystoslomy 
and posterior gastroenterostomy; secondary operation; cholccyslojcju- 
nostomy; recovery. 

1 In a paper, Surgeryof llio Gall-bladder and Ducts, Medical News, Mnreli 20,1901, 
bj* Dr. John 1. Erdmann, attention was called to the clinical use of powdered ox-gall. 
"When drainage has been done, flatulency with distention chiefly limited to the 
epigastric and umbilical region is a depressing feature. This is readily remedied by 
the use ot 5 to 10 grains ol powdered ox-gali every four hours, continued from two 
to four days.” 
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Case I.—J. S. (service of Dr. Erdmann), machinist, aged forty- 
six years. Entered the Post-Graduate Hospital on December 30, 
J912, complaining of pain and vomiting after meals. Duration 
three months. Ilis illness began three months previous to his 
admittance to the hospital with pain in the epigastrium followed 
in from a few minutes to a few hours by vomiting. The pain 
was of a colicky character, more or less localized in the upper median 
line and always induced or made worse by eating and always relieved 
by vomiting. Vomiting occurred only after the development of 
pain and then usually once or rarely twice. No blood had ever 
been noticed in the vomitus which consisted of previously ingested 
food mixed with mucus and occasionally with a large quantity of 
greenish material. For the last month the pain has been progres¬ 
sively worse and occurred immediately after eating, and was always 
relieved by vomiting. Patient lost twenty pounds in weight since 
the onset of the present trouble. There has never been any history 
of jaundice and no gastric trouble up to three montlis ago. 

An examination of the blood showed 9100 leukocytes, with 76 
per cent, polynuelears and 24 per cent, lymphocytes. The urinary 
examination and the Wassermann were negative. An analysis 
of the gastric contents showed considerable retention, with a 
total volume of 275 c.c.; free hydrochloric acid, 19; combined, 9; 
total acidity, 36; no blood. The fluoroscopic examination made 
by Dr. Kast showed evidence of marked gastric retention, and an 
obstruction of some kind, probably a tumor of the duodenum 
the first portion of which was markedly dilated, with the hepatic 
flexure drawn up between the duodenum and the median line. 
From the fluoroscopic findings Dr. Kast made a diagnosis of stenosis 
of the midportion of the duodenum. 

Operation, January 14, 1913, revealed a marked dilatation of the 
pylorus and the first portion of the duodenum, with an annular 
constriction of the duodenum at the ampulla of Vater. The gall¬ 
bladder was greatly dilated and contained considerable fine biliary 
sand. A cholecystostomy and posterior gastro-enterostomy were 
done and the patient left the hospital twenty-one days later, 
February 4, 1913, apparently well. 

Postoperative History. The patient returned home and con¬ 
tinued to gain in weight. About two weeks later he became 
jaundiced with the development of pain in the right upper quadrant. 
In a few days the wound reopened and discharged considerable 
bile and mucus. The patient was readmitted to the hospital on 
April 9, complaining of jaundice, vomiting, and inability to retain 
food. Temperature, 101°; pulse, 132; respirations, 2S. On April 
11,1913, the abdominal wound was reopened and it was found that 
tlie tumor, which had constricted the duodenum, had become 
mushroom-like m its growth and about three times its original 
size, inducing complete biliary obstruction. A loopjof the jejunum 
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was brought into the field and anastomosed to the gall-bladder— 
cholecystjejunostomy. The patient left the hospital four weeks 
later, May 15, 1913, with a gain in weight of twenty pounds. He 
remained well for eleven months, and about the middle of March, 
1914, entered St. Benedictine Sanatorium at Kingston, New York! 
where he died April 13, 1914. ‘ 

Carcinoma of the duodenum , icith biliary obstruction; transfusion 
posterior gastro-criterostomy and cholecystogasirostomy; recovery . 

Case II.—S. A. (service of Dr. Erdmann), tailor, aged eighteen 
years. Entered the Post-Graduate Hospital, March 2, 1915, com¬ 
plaining of pain in the abdomen, loss of weight, and color. His 
illness began one year ago with the onset of pain in the epigastrium 
at irregular intervals, and only occasionally aggravated by food. 
For a considerable period of time relief from pain could be obtained 
by u movement of the bowels. Six months later the patient ob¬ 
served a mass in the upper portion of the abdomen which was 
somewhat movable, with the production of slight pain. Bowels 
have always been constipated. No history of blood in the vomitus 
or in the stools. Examination of the patient's abdomen suggested 
a tumor of the gall-bladder or pylorus. The pathological findings 
on roentgen-rav examination were (1) pylorus displaced upward 
and to the left; (2) residue in stomach to the left of median line; 
(.‘1) residue in duodenum; (4) intestinal hypomotility. Kocntgcn- 
my diagnosis: perforating ulcer of inferior and horizontal portion 
of duodenum, with distended gall-bladder. Urinary and Wasser- 
innnn examinations negative. Stool examination on meat free 
diet: Wood and absence of stercobilin. Ewald test meal, 50 c.c. 
obtained: free hydrochloric acid, 10; total acidity, 00. Blood 
examination: red blood cells, 3,712,000; hemoglobin, 40 per cent.; 
leukocytes, 7S00; polymorphonudears, 74 per cent. 

Operation, March 23, 1915, revealed a large mass in the third 
and fourth portion of the duodenum. In addition there were two 
large retroperitoneal glands superimposed upon the tumor. The 
gall-bladder was found distended. Under the impression that the 
tumor might be an ulcerating process the peritoneum was incised 
over the involved portion of the duodenum and stripped back. 
One gland, the size of an English walnut, was removed, revealing 
a large hole in the transverse portion of the duodenum, with a 
slough of the intestinal mucosa plugging the opening. The finger 
introduced through the duodenal aperture encountered proxi- 
maliy, a complete obstruction. Inserting the finger a second 
obstruction was found, but not so complete as the one in the 
proximal segment. A cholecystogastrostomy and posterior gastro¬ 
enterostomy were done. The duodenal hiatus was repaired and the 
abdominal incision closed with drainage. Pathological reports 
of the specimen removed was that of adenocarcinoma. 
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Postoperative Course. The jaundice disappeared in five to six 
days and the patient was able to take regular diet at the end of 
seven days. On October 24, 1915, the patient was reexamined and 
the tumor had become somewhat larger, but was giving him no 
clinical manifestations at this time. The patient had gained thirty 
pounds in weight, was eating regularly, and appeared in excellent 
physical condition. 

Carcinoma of the common duct; cholecystogasirosiomy ; death. 

Case III.—C. M. (service of Dr. Erdmann), painter, aged sixty- 
two years of age, entered the Post-Graduate Hospital on May 6, 
1915, complaining of pain in the upper portion of the abdomen, 
slight pains in the umbilical region, which later became more 
severe and were located in the upper portion of the abdomen, but 
had no relation to food intake. Two weeks after onset of pain, 
noticed that he was jaundiced which steadily and persistently 
increased in intensity. At the same time noticed that his stools 
were large, bulky, and clay colored. Complains of headache, 
backache, and intense itching of the skin. Iloentgen-ray examina¬ 
tion of the gastro-intestinal tract after ingestion of bismuth meal 
showed overdistention of the bulbous duodeni with slight irregu¬ 
larity in the outline and with fixation of the duodenum. Blood 
examination: red blood cells, 4,200,000; hemoglobin, 70 per cent.; 
leukocytes, 10,300; polymorphonuclear*, 74 per cent. Wasscr- 
maim negative. Physical examination showed a markedly asthenic 
and emaciated patient with olive-green jaundice. Examination of 
tlie abdomen reveals a slight spasm of the upper muscles of the 
abdomen two fingers below the costal margin. Just below the 
free edge of the liver and near the median line is a round, palpable 
tumor, not particularly sensitive. The right kidney is indepen¬ 
dently palpable. Diagnosis: carcinoma of the gall-bladder and 
common duct 

Operation , May 14,1915, revealed an extensive carcinoma of the 
terminal portion of the common bile duct, adenopathy along the 
superior border of the transverse colon. The gall-bladder was very 
much distended with bile and a cholecystogastrostomy was easily 
performed and the abdomen was closed with drainage. 

Postoperative Course. The patient developed a dilated stomach 
twelve hours after operation. This yielded to repeated lavage. 
On the second day he had a moderate hemorrhage from his abdom¬ 
inal wound. He became progressively weaker and died of asthenic 
(pancreatic insufficiency) seven days after operation. 

Carcinoma of the pancreas; hepaiicodnodcnostomy; death. 

Case IV.—A*. D. (service of Dr. Erdmann), lumberman, aged 
fifty-three years, entered the Post-Graduate Hospital on December 
23,4914; in a previous state of exhaustion. He complained of 
weakness and persistent jaundice. The history was of a gradual 
onset of jaundice, with slight pain in the right upper quadrant of 
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the abdomen. The jaundice had increased steadily and persistently, 
with the development of rather marked pruritus. Patient on admis¬ 
sion was in a rather profound cholcmic state, with considerable 
mental haziness. Blood examination: red blood cells, 4,100,000: 
hemoglobin, S7 per cent.; leukocytes, 12,000; polymorphonuclcars, 
7S per cent. 

Operation , December 24, 1014, revealed a carcinoma of the head 
of the pancreas involving the common duct. The gall-bladder was 
atrophic and contracted, while the hepatic duct was dilated to the 
diameter of 5 cm. A hepaticoduodenostomy was performed and 
the abdomen closed with drainage. The patient-reacted slightly 
from his operation and gradually became duller and died at the 
end of seventy-two hours from progressive asthenia. 

Carcinoma of pancreas ; cholecystocolostomy; recovery* 

Case V.—T. McC. (service of Dr. Erdmann), retired, aged 
seventy-one years, was seen in consultation by Dr. Erdmann with 
Dr. William Ewing and Dr. A. A. Smith in tlie fall of 1909. Patient 
complained of jaundice and gave a history of insidious but gradually 
increasing jaundice. Shortly after the development of the jaundice 
there was pain over the region of the gall-bladder and liver, due to 
the increasing distention of the gall-bladder. 

Operation revealed a carcinoma of the pancreas with a greatly 
distended typical Couvoirsier gall-bladder and common duct, the 
latter being fully 5 cm. in diameter. A cholecystocolostomy was 
performed with a small Murphy button. Patient reacted from 
liis operation. Button was passed on the eleventh day and there 
was general systematical relief from the itching, jaundice, anil the 
cholcmic condition. There was a marked improvement in the 
general bodily nutrition. Patient entirely recovered from the 
operation and was in a fair physical condition and died four and a 
half montlis after operation of an apoplectic stroke. 

Carcinoma of pancreas and ampulla of Voter; posterior gastroentero¬ 
stomy; cholecystostomy; recovery; secondary cholecystocolostomy; death . 

Case VII.— L. C. (service of Dr. Erdmann), business man, aged 
fifty-eight years, gave a history of quiescent tuberculosis of the 
lungs with repeated exacerbations and at the time of examination 
gave evidence of a healed tuberculous lesion of considerable degree. 
His chief complaint was pain referred to the epigastrium, rather 
characteristic of a duodenal ulcer, and there was a tender appen¬ 
dicular zone. There was no pain in the back, stools were appar¬ 
ently normal, neither being large, copious, frequent, splashy, nor 
clay-colored. Blood examination revealed: red blood cells, 5,500,000; 
white blood cells, 12,000; hemoglobin, S2 per cent.; differential 
count: small lymphocytes, 1S.5 per cent.; large lymphocytes, 7 
per cent.; polymorphonuclcars 72'per cent. Analysis of stomach 
contents, May S, 1914, revealed a total acidity of 40; free hydro¬ 
chloric acid, 4; combined, 10; no excess mucus, blood, or bile. 
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Examination of the feces on April 30, 1015, fifteen days postopera¬ 
tive, showed usual food remnants with large amount of free fat; 
decided excess of fatty acid; some carbohydrate fermentation; 
considerable unchanged starch and marked deficiency of bile; no 
blood revealed. 

Operation on April 15, 1915, revealed an ulcer of the duodenum 
just beyond the pyloric ring with a mild stenosis of the pylorus 
due to an exudative infiltration. The appendix was found to be 
thickened. In addition to these findings a hard nodular mass alxnit 
the size of an English walnut was palpated in the vulnerable por¬ 
tion of the pancreas. The operative diagnosis of this tumor was 
that of a carcinoma, but in the hope that it might prove to be 
inflammatory, a cholecystostomy was added to the posterior gastro¬ 
enterostomy and appendectomy. 

Postoperative History. Gall-bladder drainage was continued for 
three and a half weeks; patient gained in weight. Toward the 
latter portion of bis stay in the hospital and thereafter the stools 
were large and observed to contain free fat, were frequent in number, 
of splashy formation, and exceptionally offensive in odor. About 
June 1 patient noticed that he was becoming jaundiced and went 
to the country, and on June 1G, three months after his original 
operation, lie had a chill and a temperature of 103°. Upon physical 
examination a distinct tumor, fluctuant and tender, was found in 
the region of the gall-bladder, extending over to the midline. 
Patient was advised not to be operated upon until the gravity of 
the symptoms—distention, pain, jaundice—made operative inter¬ 
vention imperative. Palliative operation for biliary drainage was 
performed July 27; a very large gall-bladder, densely adherent to 
the liver and colon, was exposed. There was a hook-shaped prolong¬ 
ation of the gall-bladder upward and toward the median line, so 
that the fundus of the gall-bladder had apparently elongated 7 
cm. in the three and a half months intervening since the first 
operation. The tumor of the pancreas had increased fully three 
times its original size and extended irregularly throughout the head 
and tail of the pancreas. On account of the exposed portion of 
the colon lying close at hand it was deemed advisable to perform 
the less satisfactory’ operation of cholecystocolostomy. This was 
readily accomplished, and in addition, drainage of the gall-bladder 
was instituted through a previous laceration in the gall-bladder 
near the liver surface. Patient reacted well and was progressing 
splendidly until the eighth day, when he began to ooze from his 
abdominal wound, and died on the eighth day from asthenia and 
hemorrhage. 

Carcinoma of pancreas; hydro its of *gall-bUuldcr; cholecystostomy; 
choledoch ostomy; death. 

Case VIII.—A. B. (service of Dr. Ileyd), baker, aged sixty-one 
years of age, entered the Post-Graduate Hospital on June 22, 
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1915, compluiuing of sour eructations and jaundice. One month 
previous began to have sour stomach, which came on immediately 
after eating. A week later patient noticed that he was jaundiced, 
had a slight chill, and a temperature of 101.8°. Jaundice increased 
in intensity and stools became large, frequent, and day-colored. 
Examination of tile abdomen revealed a liver somewhat enlarged, 
extending 4 cm. below the right costal margin to the middavicular 
line. A tumor mass about the size of an orange was palpated, sug¬ 
gesting a gall-bladder. Patient lost twenty-two pounds in weight 
since the onset of present trouble. Diagnosis: carcinoma of the 
pancreas. 

Operation , June 2S, 1915, revealed a gall-bladder moderately 
distended with mucoid material. Distention of the gall-bladder 
continued uniformly into a greatly dilated cystic duct. The latter 
passed down beneath die first portion of die duodenum before it 
joined the common duct. Exploration of the gall-bladder and 
common duct did not reveal any calculi. The head of die pancreas 
was hard, with rough, irregular outline. The cystic duct was 
incised and explored, die finger passed readily downward beneadi 
the duodenum into die common duct and encountered an obstruc¬ 
tion at die terminal portion of die common duct. A common-duct 
probe, however, passed readily beyond die mass into die duodenum. 
The hydrops of the gall-bladder evidendy represented a pressure 
aclioliu as reported by Beaumont, Camo, Halstead, Kausch and 
odiers. A hydrops associated with malignancy of the pancreas is 
of peculiar importance from die operative stand-point ns die 
findings of a gall-bladder filled with clear fluid is not proof of die 
occlusion of die cystic duct. Undoubtedly the hydrops in this 
case was due to an oversecretion by the mucous membrane of the 
gall-bladder and ducts, whereby the pressure in die common duct 
was raised so that the bile secretion was poured not into the hepatic 
ducts but into die hepatic capillaries and lymphatics. A cholecys- 
tostomy and a choledocliostomy were performed. The patient 
was considerably shocked, but reacted fairly well. Eight hours 
after operation a slight oozing took place from the abdominal 
wound. This soon stopped and the patient did very well for 
twenty-four hours, when signs of peritonitis became evident and he 
died thirty-six hours after operation. 

Conclusions. 1 . All cases of obstructive jaundice are entitled 
to operative consideration. There is a certain definite percentage 
of cases dint arc cured because there 1ms been a mistake in the 
diagnosis. 

2. Any of the above operations are not prohibitive considering 
die severity of die disease and its hopeless oudook. 

3. The immediate relief from itching, in addition to the prolonga¬ 
tion of life, is an exceptionally strong argument for operation. 
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4. Operation obviates the development of "pressure pain" from 
increasing distention of the biliary apparatus. 

5. These operations are advised solely as palliative procedures 
and as such their purpose must he clearly understood. 
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THE WASSERMANN REACTION IN ITS RELATION 
TO TUBERCULOSIS. 

By Captain Corydon G. Snow, 

AND 

Captain Alexander T. Cooper, 

medical coitrs, UNITED states army. 

(From the Laboratories of the United States Army General Hospital. Fort Bayard. 

New Mexico.) 

This study was begun with tiic object of ascertaining the number 
of patients in this hospital who might give a positive Wassermann 
test in the presence or absence of syphilis, all patients being tuber¬ 
culous unless otherwise noted. * 

It is recognized as a fact, by many physicians, that a positive 
Wassermann test may be obtained in tuberculous cases even in 
tiie absence of syphilis. Keyes, of New York,! states: “Some 5 
to 10 per cent, of persons apparently free from syphilis give posi¬ 
tive W'assermanns. The striking disagreement among published 
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